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Annual Report of Long-Term Care Facility
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General Information

Name of Facility (as licensed) License No. Report for Year Ended ] Page of

Shady Knoll Health Care Center 2107C 9/30/2016 1 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN
THIS COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISONMENT
UNDER STATE OR FEDERAL LAW.

I HEREBY CERTIFY that I have read the above statement and that I have examined the
accompanying Cost Report and supporting schedules prepared for

Shady Knoli Health Care Center [facility name] for the cost report period beginning

October 01, 2015 and ending September 30, 2016 , and that to the best of
my knowledge and belief, it is a true, correct, and complete statement prepared from the books
and records of the provider(s) in accordance with applicable instructions.

I hereby certify that I have directed the preparation of the attached General Information and
Questionnaires, Schedule of Resident Statistics, Statements of Reported Expenditures, Statements
of Revenues and the related Balance Sheet of this Facility in accordance with the Reporting
Requirements of the State of Connecticut for the year ended as specified above.

I have read this Report and hereby certify that the information provided is true and correct to the
best of my knowledge under penalities of perjury. I also certify that all salary and non-salary
expenses presented in this Report as a basis for securing reimbursement for Title XIX and/or
other State assisted residents were incurred to provide resident care in this Facility. All
supporting records for the expenses recorded have been retained as required by Connecticut law
and will be made available to auditors upon request.

,

i

Sign dministrator) Date ggy/d/(Owner) Date
EYNN ) 215017
Printed Name (Administrator) “|Printed Name (Owner)
Deborah S. Torrey Lawrence Santilli
Subscribed and Sworn [State of Date \§igne‘ (Notary Public)-. - "|Comm. Expires
to before me: ( Vyn } P } » ] [/, o/ D AP
AN -1 {7 ) // \4&2,(/‘,“(«' LA Loty 15/ /}Q

Address of Notary Public Y - / | T Crvoee i (vl
LBje 15757 CT 0bad

(Notary Seal)
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CERTIFIED PUBLIC ACCOUNTANTS |

December 11,2013

Mr. Michael E. Maosier

Chief Financial Officer

Athena Health Care Systems .
- . 135 South Road

Farmington, CT 06032

Subject: ~ Alternative Annual Report Approval

Dear Mr. Mosier:

This letter is a follow-up to your verbal approval regarding your request for alternative annual report
utilization. We have reviewed yourrequest for approval of the Athena Health Care Systems version of
- the 2013 Annual Report for the State of Connecticut. Based on our review, your version of the annual

é . report has been approved.

It is not necessary to reqvjest approval on an annual basis. This approval will remain in effect until
modifications have been made to the Annual Report by the Department of Social Services. The provider
community will be notified should such changes occur. Atthat time, you will be required to submita

new request for approval hased on the modified annual report-

Should you have any questions, please feel free to contact me at (860) 687-0730. .

Brittany L. Hester, Administrative Assistant

Sincerely,

CC: Claudette B. Pickens, CPA
CC: Chris Lavigne

L" DEDICATED TO GOVERNMENT HEALTH PROGRAMS 7 Waterside Crassing, Ste 202 | Windsor, CT 06025
T s 860.687.0790 | pH 8557169377 | #x 860.687.0810

-+ . www.mslc.com



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1A Rev. 6/95 ‘

State of Connecticut
Department of Social Services
25 Sigourney Street, Hartford, Connecticut 06106

Data Required for Real Wage Adjustment Page of
1A 37

Name of Facility Period Covered: From To
Shady Knoll Health Care Center 10/1/2015} 9/30/2016
Address of Facility
44 Skokorat Street Seymour, CT 06483
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 2/15/2017

Item Total CCNH RHNS | (Specify)

1. Dietary wages paid.........c..cc.evvviiiiiiiiiiiee i enen $
2. Laundrywagespaid...........................; ....................... $
3.  Housekeeping wages paid............ccccoeviniiiiiiinnnriininnnn... $
4. Nursing wages paid..........c.coooviiiiiiiiiiiiiniiiiiiees e $
5. Allotherwagespaid..............cooiiiiiiiiininiiiiieeenn, $
6. Total WagesPaid.................c.ccoivivviiiiiiiinininiinninn.n. $
7. Total salaries paid............ccooveiiiiiiiiiiiiiiieeei $
8.

Total Wages and Salaries Paid (As per page 10 of Report) §

Wages - Compensation computed on an hourly wage rate.

Salaries - Compensation computed on a weekly or other basis which does not generally vary, based on the

number of hours worked.

DO NOT include Fringe Benefit Costs.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-2 Rev. 10/2005

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility Report for Year Ended Page of
203-881-2555 09/30/16 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Shady Knoll Health Care Center 44 Skokorat Street Seymour, CT 06483
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2107C 07-5386
Type of Facility (Check appropriate box(es))
ChrOfliC and Convalescent g Rest H<.)r¥13 with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS)
Type of Ownership (Check appropriate box)
U proprieTorsarr B Lic O paRTNERSHIP PROFIT CORP. | NON-PROFIT CORP, U covernment O trust
Date Opened Date Closed

If this facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this report year? O Yes No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Deborah S.Torrey Administrator's 001800
License No.:

Other Operators/Owners who are assistant administrators (full or part time) of this facility.

Name License No.:

Not Applicable




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

Name of Partners/Members

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Shady Knoll Health Care Center 2107C 9/30/2016 3 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Business Address Title % Owned

Not Applicable




State of Connecticut
Annual Report of Long-Term Care Facility
~CSP-3A Rev. 10/2005 :

General Information and Questionnaire
Corporate Owners

Name of Facility License No. Report for Year Ended Page  of
Shady Knoll Health Care Center 2107C 9/30/2016 3A 37
If this facility is owned or operated as a corporation, provide the following information:

Legal Name of Corporation Business Address State(s) in Which Incorporated

Shady Knoll Health Center, Inc. 41 Skokorat St, Seymour, CT 06483 CT
. . . No. Shares

Name of Directors, Officers Business Address Title Held by Each
Lawrence G. Santilli 41 Skokorat St, Seymour, CT 06483  |President 5602.02
Debra M Soucey 41 Skokorat St, Seymour, CT 06483  |Secretary
Michael E. Mosier 41 Skokorat St, Seymour, CT 06483 | Treasurer

Names of Stockholders Owning at Least
10% of Shares

Custodians for Lawrence E. Santilli 41 Skokorat St, Seymour, CT 06483 2397.98




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire

Individual Proprietorship

Name of Facility

Shady Knoll Health Care Center

License No.

2107C

Report for Year Ended

9/30/2016

Page

3B

of

37

If this facility is owned or operated as an individual proprietorship, provide the following information:

Owner(s) of Facility

Not Applicable
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-5 Rev. 9/2002

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility License No. Report for Year Ended Page of

Shady Knoll Health Care Center 2107C 9/30/2016 5 37

If the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs
must be allocated to CCNH and RHNS as follows:

Item Method of Allocation

DICLAIY. .ceninie it e Number of meals served to residents

Laundry.......ooooeiiiiiiiiiiiiiiii i Number of pounds processed

Housekeeping...........oocouveiininiiiiiiiiiiiiiiei e, Number of square feet serviced
Number of hours of routine care provided by EACH

NUISIIZ. . et e e e e, employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants......................o.v.i Number of hours of resident care provided by EACH
specialist (See listing page 13)

Maintenance and operation of plant............................ Square feet

Property costs (depreciation)...............c.coeveviieennnnn.. Square feet

Employee health and welfare..........................oeel e Gross salaries

Management SeIvVICeS.........ovvvuiirieirieainiiairranannn. Appropriate cost center involved

All other General Administrative expenses...................] Total of Direct and Allocated Costs

The preparer of this report must answer the following questions applicable to the cost information provided.

1. In the preparation of this Report, were all If "No," explain fully why such allocation was
. Yes O No
costs allocated as required? not made.

Not Applicable

2. Explain the allocation of related company expenses and attach copy of appropriate supporting data.

Not Applicable

3. Did the Facility appropriately allocate and self-disallow direct and indirect costs to non-nursing home cost centers?
(e.g., Assisted Living, Home Health, Outpatient Services, Adult Day Care Services, etc.)

O vYes O No I "No,"explain fully why such allocation was
not made.

Not Applicable:No Non-Nursing Home Cost Centers
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LEAS GREEMENT 1720A Crete Street, Moberly, MO 65270
EA E Phoue: 800-562-3759, Fax: 800-426-2626
LESSEE LEGAL NAME: Tax IDF: Tetephon No:
Shady Knoll Health Center, Inc. 061315696 2038812555
Billing Addrrss:

41Skokorat Street, Seymour, CT 06483

Equipment Location (il otber than Blling Aderessy
41 Skokorat Street, Seymour, CT 05483

EQUIPMENT DESCRIPTION: {indlcats quantity, new or used and include make, model, seriel # and all auschments — see below andor atached Schedule A)

Unit Guantity Description of Equipment Leased Mk ard Type Madel Number Seria} Number
" * PLEASE REFER TO SCHEDULEA "~ i ' B
BASE TERM TOTAL NUMBER OF LEASE END OF LEASE PURCHASE OPTION
INMONTES PAYMENTS X Fairmarket valoe, plus aves (&) Advence Peyment: _ $0.00
4 4% @ 590132 {plus toxes) — ;?go?ﬁummm plus taxes {b) Security Deposit. 50,00
(FMV unless another option I stlected, You may not exercise & purchase option | () Documentation Fee:  §95.00
ITyou are In default, If you exercise » purchase option we will convey il of aur
right, thie and Interest in such Equipment to you on an AS-1S WHERE IS without | Totl dusa+h+e= $35.00
waranty))

**If more then one lease payment Is required as an Advance Payment, the balance will be applied tn lease payments in inverse order, stasting with the 1ast lease payment.
Your oblization to pay all snounts and perform all other cbligations is non-cancelisble, absolute, unconditional snd nat subject to abatement, set-off or defense.

TERMS AND CONDITIONS
In this agreement (“Lease™), “we," “our,” and “us” refers 1o LEAF Capital Funding, LLC us
Lessor and “you® and “your™ refer (o the Lestce. You agees to lease the Equipment upon the
fallowing tzrms and conditions; :
1. LEASE PAYMENTS AND TERM: The Leasc is enforceable on you upon your
execution, The tanm of the Lease shall commencs on the date the Equipment is delivered to

you (“Lease Commencement Date™). The fimt Lease Payment shall be due on the date we -

specify In the month following the Lesse Commencement Date a3 szt forth In our involce, and
the remaining Lease Payments will be duz on the same day of esch subsequent manth (each, 2
“Payment Date™} until paid i full. The Besz Term shall commence on the date one month
peior ta the first Payment Date, We may charge you a portion of one Leasa Payment for the
period from the Lease Commencement Date until the first day of the Base Term (“Interim
Rent™), The Interim Rent shall be dua as Invoiced. We may adjust the Lenss Payments up to
L 5% If the actust costs are different than the estimate used 10 caleulats the Lease Paymans,

2, DELIVERY, ACCEPTANCE, USE AND REPAIR: You are tesporsible for Equipment
delivery and installation. Unless you notify us otherwise In writing within 10 days of delivery,
you unconditionally mccept the Equipment You asutharizs us to fill in the Lease
Commencement Date, seris) numbers and other information. You will not move the
Equipment from the sbove locatisn without our written consent and are responsible for
;i“lw‘h. the Equipment in good repain We are not responsible for Equipment or veador

uses,

3. INDEMNIFICATION: You agres to indemnify, defend and hold us harmless from and
aqalnst any losses, damages, pemties, claims and suits, Including ‘aftomeys® fees and
expenses related to the ordering, manufuciure, Instailation, ownership, condition, use, lease,
passession, delivery or retum of Equipment, .

4, LEASE EXPIRATION, RENEWAL: Unless you noflfy us at lesst 50 days prior ta the
expirution of the Lesse of your election to return or parchase the Equipment, this Lesss
wil renew on 8 manth-io-month basls at the same monthly Leate Payment uatil you
ither exerchse the purchese aption or provide us with at least 90 days notlce and return
the Equipment. If you retum the Equipment, (1) it must be to the location we designate and
you are responsiblz for all retum costs 2nd we may chuge & Restocking Fee equal to one
Lease Payment, and (i) you must sesurely remove all dats from any and ll disk drives or
magnetic media prior 1o returning the Equipment (and you are solely responsible for selesting
a1 appropriate removal standard that meets your business neads and complies with applicable
Inws). You will pay us for zny Joss In value resulting from fallure to maintain the Equipment
in accordance with this Lease or for dunages incurred in shipping and handling. If you
exercise & purchase option we will coavey all of our interest in such Equipment to you on gn
AS-1S WHERE IS basis without representation or warranty,

5 LATE FEES AND CHARGES: If any amount is not paid within five (S} days of when
due, you agres to pay us a late charge exqual o the lesser of 10% of the amount past duve or the
maximum |egal amount. Amounts which are not pald within 30 days of when due shatl accrue
Interest at 1.5% per month (or if leas, the maximum legal rate) until pald, You agres 1o pay
835 foreach pay by phone and 83 for each retusned payment.

6. NO WARRANTY: We do not manufacture the Equipment and you have selected the

Equipment and the supplict,. WE MAKE NO EXPRESS OR IMPLIED WARRANTIES, bureay

INCLUDING THOSE OF MERCHANTABILITY OR FITNESS FOR A PURPOSE
AND e{\;EEE' NOT RESPONSIBLE FOR CONSEQUENTIAL OR INCIDENTAL
DAMA

7. INSURANCE, RISK OF LOSS: You bear all risk af loss or damage ts the Equlpment
from Iix order until It is reumed in the required condition or purchased by you ("Risk
Perlod™). Broring tha Risk Period you will maintain propernty and lisbiilty insurance on the

provide us with proof of such insurance, we may secure insurance on the Equipment to cover
our interests (and only our interesty). IF we cbuain such insurince, you will pay us an
additional amount for the cast of such insurance and an administrative fes, the cost of which
may b= mare than the cost 1o obtain your own Insurance and an which we may make § profit
A OWNERSHIP AND TAXES: We own the Equipment (excluding Heensed software), I
you are deamed 1o own {t, you grant-us & security intecest in the Equipment. You autharize us
1o file UCC finsncing statements to conlinm our {nterest, You will pay, when due, alf taxes,
fines and penallies relating 1o the purchnss, use, leasing and/or ownership of the
Equipment. For adminisuative purposes, unless we otherwise direct in writing, you will fist
Lessee a4 the owner of the Equipment for property tax purpeses and flie and pxy when duz
any property taxes relating w the Equipment directly W the taxing authority and provide vs
with evidenca of campliance. If we pay any taxes, fees or penalties on your behalf, you will
pay us the amount we pald plus an administrative fee. You gres to pey us the documentstion
fes specified above or If not 30 specified, the greater of eithar $125 or 0.5% of the Equipment
cost. i we require xn Equipment sits Inspection, or you request sdministrative services, you
agrec to relmburse oor costs, : .
9, DEFAULT: I you or any guaraator da not pay us any amount within ten (10) days of its
due date, or bresch any 12mms of this Lease, any gusranty or any license reluting to the
Equigment, you will be in default. If you defautt, we may requite you to do any combinatien .
of the following: (x) Immediately pay ell amounts thea due, plus the present value of the
remaining Lesse Payments, Intzaim Rent and residual value of the Equipment, as delermined
by us, discoumed at an xanual rate of 3%; (b) return all of the Equipment; (¢) allow us to
repassess the Equipment; or (d) use aay and «fl remedics availsble to us under applicable
law. 1T you default, you agres to pay the cost of repassession and our atomey’s fees and
costs In addition to alf other charges and as reimbursement for expenses Incuired and not as
 penalty, we may require you to reimburse u for the phone calls, letters, and aay additional
expense | [n the collection or servicing of this Lease for you. If we take possestion of
the Equipment, we may seil or otherwise dispose of it with er withowt notice, at & public or
private sale and spoly the net proceeds (after we have dedocied al] costs refated to the sale or
disposition of the Equipment) to the amounts that you owe ut, You agree that if notice of sale
is required by law, 10 days® notics shall constitute sessanable notice. You remain responsible
for any wrounts that are due afier we have applied sich net pmessds. We may apply any
security depesits ta your obligations and If you do not default, the balance will be refimded
without imesest,
10, ASSIGNMENT: You have no right to seil or asslgn the Equipment or Lease, We mzy
sell or assign our rights In the Lease and/or Equipment and the new owner will hava all our
rights but will not be subject to any claim or defense you have agalnst us,
11 ARTICLE 2A: You egree this Lease Is a “finance lease™ a3 defined In Article 2A of the
Uniform Commercia! Code, Yox walve all vights and remediss conferred upon » lessee by
Article 2A {508.522) of the UCC. You have recelved a copy of the Supply Contract or been
informed of the {dentity of the Supplier and you may have rights under the Supply Contract
and may contact the Supplier for a description of these righes,
12. CREDIT INFORMATION: You autharize us ot any of our affitiates (o obtaln credit
reports, and make ather credit inquiries thay we deem necessary,
13, CHOICE OF LAW; THIS LEASE WILL BE GOVERNED BY PENNSYLVANIA
LAW. YOU CONSENT TO JURISDICTION IN THE STATE OR FEDERAL COURTS
IN PENNSYLVANIA AND WAIVE ANY RIGHT TO ATRIAL BY JURY,
14, MISCELLANEOQUS: This Lease Is the parties* entire agreement and can be amended
oaly In writing signed by both panties. A fax of the Lease with fax signatures may be treated
as an original and will be admissible as evidence, You will use the Equipment only for
business

Equlpn ftfe (0 v, naming us lnss payes and additional insured. If you do not purpases and not for personal, family or household use
ACCE] y s Shady Xnotl Health Center, Inc. - PﬁmNm_mouyﬁww Tlﬂ::' QQHIU L4728
X E-Mull Address: gotunsnirfrethr o5, : - Dae 2018/t

Lesses Authorzed Sip e

TERSONAL GUARANTY: Undersigned guarantces that Lesses will make 81l payments and perform all oiher obligations Uoder e Lease when due, Undersigned agrees that s 13 2

e

guannty af payment snd not of caliection, and that we can pmceed directly sgainst undersigned without first proceeding against Lessee or the Equipment. Undersigned niso waives d!
suretyship dc!;“enss and notification if the Lessee is in default and consents to any extensions o modifications grnted 1o Lessee, Undersigned will pay us all expenses (including atomeys’
fees) we Incur in enforcing our rights sgainst undersigned or Lzasez, $f more than ane person signs this guaranty, each agress that his/her lability s Joint and scverl, Underslgned authorizes ks
and our affiliates to obtain credit bureau reports and make Inquiries regarding undarsigned’s pesonat credit, You consent 1o jurisdiction in the State or Federal couns in Peansylvania and
expeessly waive any right toa trial by jury.

SIGNED X . _ Print Name; i E-Mail Address;
Aceprd by: — a__ ity Han
Lzuabrgmsumy_sg,x.w By: =~ Tutes CPehms Parage Date 22272016

LEASED! 8-20-2012 App=341808

K



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95 ; , ;
. General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended Page of

Shady Knoll Health Care Center 2107C 9/30/2016 7 37

The records of this facility for the period covered by this report were maintained on the following basis:

Accrual OO Cash O Modified Cash
Is the accounting basis for this
period the same as for the Yes O No If"No," explain.

previous period?

Independent Accounting Firm

Name of Accounting Firm Address (No. & Street, City, State, Zip Code)

1  Marcum LLP 555 Long Wharf Dr, 12th Floor, New Haven, CT 06511

2 Dworken, Hillman, Lamorte & Sterczala 4 Corporate Drive, Suite 488, Shelton, CT 06484

3 Dopkins & Company, LLP 200 International Dr, Buffalo, NY 14221

4

Services Provided by This Firm (describe fully )

1 2015 Medicare Cost Report $ 2,650

2 2016 Audit, Year End Financials & Tax Return $14,000 § 14,000

3 KeyBank Audit: Disallowed $ 3,706

4 s -

Charge for Services Provided

$20,356

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.

Yes LI No Pg 15, Lineld

 Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1 Schiff Hardin LLP 312-258-5500

2 Murtha Cullina, LLP 860-240-6000

3 Probate

4  Goldman Gruder & Woods 203-899-8900

5

Address (No. & Street, City, State, Zip Code )

1 6600 Sears Tower, Chicago, IL 60606-6473

2 185 Asylum St, Hartford, CT 06103

3

4 200 Connecticut Ave, Norwalk, CT 06854

5

Services Provided by This Firm (describe fully)

I Revolving Credit Agreement:Disaliow $ 2,685

2 Prep Secretary of State Annual Reports and Audit Letter $820: Allowed; General Matters $268 Disallow $ 1,088

3 Collections: Disallow S 290

4  Collections: Disallow $ 32,905

5 S -

Charge for Services Provided

$36,968

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.

Yes O No Pg 15, Line Ie
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

Schedule of Resident Statisti